Lead author: Stefan Huber-Wagner, stefan.huber@med.uni-muenchen.de Three part clinical question: Patients: Blunt polytrauma patients with an Injury Severity Score (ISS) >16 admitted directly from the incident scene. Intervention: Use of whole-body computed tomography (WBCT) in trauma resuscitation. Outcome: Mortality -survival defined as survival to discharge.
The study: Multi-centre, database, retrospective study.
The study patients: All patients experiencing blunt polytrauma with an ISS >16 who were admitted directly from the incident scene between 2002-2004, were extracted from the trauma registry of the German Trauma Society. Those patients where it was recorded whether the patient had WBCT or not were analysed (n=4,621). WBCT was unenhanced CT of the head followed by contrast-enhanced CT of the chest, abdomen and pelvis including the complete spine. Non-WBCT was defined as no CT or only dedicated CT of one or combined body regions.
Data analysis:
To compare patients given WBCT with those given non-WBCT, two-sided χ 2 test and Mann-Whitney U tests were performed. For comparison of mortality in patients who had WBCT and non-WBCT the trauma and injury-severity score (TRISS) and revised injury severity classification (RISC) models were used to deduce expected mortality for inclusion in the calculation of SMR. The area under the curve of the receiver operator characteristic for TRISS was 0.875 (95% CI 0.863-0.887) and for the RISC score was 0.906 (0.895-0.918).
Those patients who had WBCT were significantly more likely to be in a physiologically shocked state on admission (p=0.005), have a shorter delay from admission to CT
CT scanning in polytrauma
The use of whole body CT significantly increased the probability of survival in patients with blunt polytrauma.
Level of evidence: B, 3 + (large retrospective multi-centre study) The evidence: (p<0.001), have a higher ISS (p<0.001), have an operation (p<0.001) and have a longer ICU stay (p<0.001). There was no significant difference between age and gender in the two groups ( Table 1) . The recorded mortality rate for patients who underwent WBCT was significantly lower than that predicted both by the TRISS and RISC models, whereas there was no significant difference between the mortality rate for those patients who did not have WBCT and the mortality predictions of TRISS and RISC ( Table 2) .
Appraised by: E Denison Davies
Logistic regression analysis of WBCT with the prognostic indices of TRISS or RISC score showed that the use of WBCT is an independent predictor for survival, p≤0.002. Consideration should be given to carrying out WBCT in the blunt polytrauma patient, but only if CT is close by and only as part of an integrated and structured resuscitation phase. 12. Should I audit my current practice because of these results?
Yes. Though this paper supports the use of early WBCT, it is still a contentious issue. Monitoring outcomes from blunt polytrauma patients will help inform local guidelines as to when it is most appropriate to use WBCT within your existing institutional structure.
Appraised by: Ed Denison Davies, Trauma, Education and Critical Care Fellow, Kings College Hospital edenisondavies@nhs.net
